to the conclusion that the tumour was the gland displaced, and undertook its removal. During the operation he came across the accessory portion of the gland in its normal position, and left it there to provide moisture for the eye, which had quite recovered from the operation. The lid did not move so readily as its fellow, but its movements were much better than before. The patient had deep sunk eyes and abnormally small orbits, which afforded a probable explanation of the displacement into the lid instead of the orbit. The patient was a spirit merchant, and had sustained no injury to the eye, nor had he any inflammatory symptoms. The tumour was observed by the patient in January, when it was about the size of a bean, since which time it had gradually enlarged. The To explain the somewhat remarkable course of the pus in these two cases, Mr Miller made a careful examination of eight skulls, and found in most of them that there was a slight de- 2/ (The hemianopsia was probably more marked than is shown in the figure; for the patient, who was very definite and certain in his answers when the left side of the field was being taken, was uncertain and hesitating when the right side of the field was being examined. The parts of the fields coloured black in the charts were absolutely lost.) The pupils were equal and contracted both to light and to accommodation. No abnormal ophthalmoscopic appearances were observed.
Hearing, taste, and smell, so far as they could be tested owing to the aphasic condition of the patient, seemed equal and natural on the two sides. The heart seemed normal; the urine was very pale, its sp. gr. 1010; it was acid, not too copious, and contained on albumen.
A high degree of aphasia was present. On analysis it was found to consist of very marked word-blindness, with apparently some degree" of motor aphasia (amnesia) in addition. on some of the tombstones quite correctly; and also that he had, 011 another occasion, turned up and pointed out in a guidebook the name of a landlord about whose property they were talking, my attention was aroused, and I found on investigation that the patient could read many words, the individual letters of which he was totally ignorant of, even when they were named to him. Thus, at present he reads correctly the words which I have written on a piece of paper (see Fig. 8 There was some ptosis of the right lid; the patient could neither rotate the eyeball upwards nor downwards; the eyeball was not rotated inwards during efforts of fixation for near objects, but it was moved inwards (i.e., to the left) in association with the opposite eye (i.e., when both eyeballs were turned to the left).
The patient says he sees double when an object is placed above the eye. The right pupil was dilated, and was twice the size of the left; its outline was slightly irregular; it contracted, but not briskly, both to light and accommodation. Both acuity of vision and the field of vision were considerably impaired in the right eye; much less so in the left. (See Fig. 9.) On ophthalmoscopic examination, the retina surrounding the margins of the right disc were perhaps a little hazy; the veins in the right eye seemed to be a little larger and more dilated than those in the left, and the disc itself, I thought, was a little paler (possibly, however, this was the result of better illumination, due to the dilated pupil). The other special senses appeared to be normal.
Condition of the Reflexes.?When the patient first came under observation, a most beautiful knee clonus could be produced with the greatest facility in the left leg; the right knee-jerk was very lively, but no clonus movement could be elicited on this side. A slight ankle clonus was with difficulty produced on the left side.
Tickling the sole produced clonic spasms in the left thigh. The plantar reflex was very lively on the right side.
The cremasteric reflex was exaggerated on both sides, being greater on the right than on the left. Fig. 10 , he read correctly. The word no (see Fig. 10 ) he read as nothing; and the word by (see Fig. 10 On the 8th of May, 11, 12, 13, 14, 15, 16, and showed that the syphilitic vascular lesion had more completely involved (i.e., more completely blocked) the branches of the middle cerebral artery which supply the motor centres for the leg, than those which supply the motor centres for the face and arm.
The form of alternate hemiplegia in which the face, arm, and leg are paralyzed on one (the opposite) side, and the muscles supplied by the third nerve are involved on the other (the same) side, as the lesion, is usually supposed to be indicative of a lesion of the crus cerebri (the hemiplegia being due to arrested function in the fibres of the pyramidal tract supplying the muscles on the opposite side of the body); and in those cases in which the hemiplegia and the paralysis of the muscles of the third nerve are simultaneously and suddenly produced,?in other words, in which there is reason to suppose that the lesion is a haemorrhage?such is usually, perhaps almost invariably, the case. But when the paralysis is slowly established, and more especially in those cases in which the hemiplegia and the third nerve paralysis are not simultaneously produced, the crus may not be in any way involved.
In the latter group of cases (i.e., where the third nerve paralysis on the same, and the hemiplegia on the opposite side, to the lesion are not simultaneously produced), the two independent paralyses may, of course, be due to two independent lesions.
In other cases of this description, and this is the point I wish to emphasize, for I am not aware that it has previously been noticed, the third nerve paralysis on the same, and the hemiplegia on the opposite side, are due to one and the same lesion at the base of the brain, which is situated in front of and does not involve the crus cerebri; the third nerve paralysis being due to a local lesion of the trunk of the nerve, while the hemiplegia is the result of a lesion of the internal carotid or middle cerebral artery. In other words, the hemiplegia is produced by a lesion of the motor centres or of the pyramidal tract in the higher parts of the cerebral hemisphere.
Lesions which produce this form of alternate hemiplegia are, in the great majority of cases, syphilitic. While lesions, whicli involve the crus, may be acute (hsemorrhagic extravasation into the tissues of the crus, for example) or chronic; in the latter case, the lesion of the crus may, of course, result from a gumma or other lesion at the base of the brain, which presses upon it from without.
